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Needs Assessment   
I. Secondary data.   
Chronic kidney disease (CKD) affects an estimated 31 million Americans (DaVita, 2010). In 
its early stages, CKD has few symptoms, and many people do not get the medical care they need 
before the disease progresses to the need for dialysis or kidney transplant. Our study finds that 
the low-income, uninsured population diagnosed with Stage 3 CKD after an initial rapid- result 
blood test does not seek timely medical care in San Diego County.  This population is at risk for 
progressing to the later stages of kidney disease (Stage 4 or 5) because they do not typically have 
a medical home, or primary care facility, and they lack information about the preventability and 
disease management of many types of CKD in its early stages. 
 Community health clinics have the capacity to serve as a primary care facility or medical 
home to those in need of medical care.  The Federal government recently passed the Affordable 
Care Act, as part of the nation’s healthcare reform of 2010.  This Act provides increased funding 
for community health centers. “Over the next five years, the Affordable Care Act provides $11 
billion in funding for the operation, expansion and construction of community health centers 
across the country.  This expansion of sites and services will help community health centers to 
serve nearly double the number of patients receiving care, regardless of their insurance status or 
ability to pay” (U.S. Dept. of Health & Human Services, 2010). These health centers will provide 
a medical home for many low-income, uninsured people. A program for increased accessibility 
to medical care for Stage 3 CKD will position this population to benefit fully from the services 
available to them at the health centers.  
Target Population   
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Our target population is low-income, uninsured people in San Diego County. There are 
one million households in San Diego County. The percentage of households that are in the low-
income or below categories is nearly 40 percent (SANDAG, 2008). The low-income level for an 
individual is $38,650, and for a household containing four people is $55,200 (SANDAG, 2008). 
Nine percent of San Diego households are managed by single parents (County Health Rankings, 
2010). As of September 2010, San Diego was experiencing a 10.6 percent unemployment rate, 
with approximately 167,000 unemployed persons looking for work (San Diego Workforce 
Partnership, 2010). 
 Uninsured people accounted for 15.2 percent of the population of San Diego County in 
2005, and 14.3 percent of the county’s population was on Medi-Cal (Safety Net Study, 2006). 
San Diego County has the second-highest community clinic utilization rate (160 patients per 
1000 population) in California. By the year 2025, studies have predicted this utilization rate will 
increase by 31.6 percent (Safety Net Study, 2006).  
Unique characteristics of target community and population   
San Diego County encompasses 4,260 square miles and is made up of 18 individual cities 
and unincorporated areas (SANDAG).  Over 3 million people reside in San Diego County, with 
White (50%) and Hispanic (30%) making up the two largest ethnic populations.  African-
Americans account for five percent and Asians ten percent.   
San Diego shares an international border with Mexico.  In 2009, there were over 684,000 
legal border crossings between San Ysidro/Otay Mesa and Mexico (RITA).  It is estimated that 
one quarter of the population living in San Diego County are immigrants. Among people five 
years old and older, 35 percent speak a language other than English at home; of those, 68 percent 
speak Spanish and 32 percent speak some other language (U.S. Census Bureau, 2010). Non-
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white populations are at an increased risk for CKD as well as the companion diseases of 
hypertension and diabetes primarily because of genetic predisposition (M. Shapiro, personal 
communication, November 5, 2010). 
The nonprofit community in San Diego has collaborated to address the lack of medical 
homes in the low income, uninsured population through Project Access and Safety Net Connect. 
Project Access provides referrals for uninsured patients being treated at community clinics to 
medical specialists at no cost.  Safety Net Connect is a program that assists in making 
appointments for uninsured ER patients requiring follow-up care at community clinics.  These 
programs set up a possible framework to successfully address our goal of increasing the number 
of Stage 3 CKD patients that pursue follow-up medical care by providing resources for them to 
get connected to a medical home.  
Why this issue is a problem     
CKD and the co-morbid conditions that contribute to it are on the rise. According to the 
National Center for Chronic Disease Prevention and Health Promotion, CKD increased 104 
percent in the United States during 1990-2001. CKD has five stages.  Blood tests evaluate the 
eGFR levels of a patient.  Scores of 60 or above indicate Stages 1 and 2 CKD, which is 
considered normal.  Stage 3 CKD is an eGFR test result between 30-59.  With medical care and 
self-management, the progression of CKD can be retarded in the first three stages.  Stage 4 
requires dialysis and Stage 5 requires a kidney transplant. Among the population with recognized 
Stage 3 to 5 CKD, the co-morbidity rate is high, with 49 percent diagnosed with diabetes, 57 
percent diagnosed with anemia and 91 percent diagnosed with hypertension. Stage 5 CKD 
diagnosis has risen from 52 percent to 54 percent for all patients (2010 USRDS Annual Data 
Report).   
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 While these numbers are alarming, also of note are the costs associated with CKD. 
Overall Medicare expenditures to treat patients with CKD have increased from 4 percent to 14 
percent from 1993 to 2008. The overall per person per year cost for Medicare CKD patients 
ranged from $19,752 to $35,000, depending on a patient’s co-morbid conditions (2010 USRDS 
Annual Data Report). The increasing incidence and costs of CKD need to be addressed, and they 
may be significantly reduced by early stage interventions for our target population. 
II. Primary data.    
Conducting interviews with people working to address CKD allowed our team to receive in-
depth information, as well as ask follow-up questions on issues that surfaced during our 
discussions.  Our interview participants were recruited from the medical field, nonprofit 
agencies, and community health clinics.  See Appendix A: Key Informant Interviews.  
We learned that more people are diagnosed with CKD and the co-morbid diseases of 
diabetes and hypertension. According to an emergency room physician, due to improved 
medications and treatment, patients are able to live with these diseases rather than succumb to 
them as was the result in the past. Community clinic officials identified one challenge to 
overcome in getting this early treatment is that patients don’t usually experience or recognize 
symptoms in the early stages, so they tend to wait until they feel symptoms to go to an ER or a 
community clinic.     
 We created a survey to measure the follow-up behavior of the low-income and uninsured 
population after they received kidney disease screening results through The Kidney TRUST.  
The survey was sent to The Kidney TRUST’s existing national database of insured and 
uninsured participants who had a screening result of Stage 3 to Stage 5 CKD. The survey 
objectives were to 1) analyze what percentage of low-income and uninsured population with 
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CKD followed-up with a medical doctor or a medical facility after the initial kidney screening, 
and 2) determine what prevented those who did not follow up after receiving positive CKD 
results from seeking medical care. 
Distributed to 159 participants, the survey consisted of 47 questions to quantitatively and 
qualitatively measure and analyze demographics and behavior, particularly of the low-income 
and uninsured population. As of November 7, 2010, seven participants had responded to the 
survey. One out of the seven did not have medical insurance, but sought medical attention at a 
community clinic. One participant with private medical insurance did not seek medical care for 
his/her kidney disease but did not specify why. 
III. Summary 
Both the primary and secondary data revealed barriers experienced by our target 
population when seeking medical care for CKD. These include the lack of a medical home, the 
lack of symptoms in the early stages of the disease, and the lack of information about the disease.  
These factors contribute to the low-income, uninsured population not seeking medical care after 
they are first diagnosed. This population does have access to community clinics in San Diego 
County, and they will have increasingly greater access with the funding that will be available for 
community health center expansion through the Affordable Care Act. Combined with the 
nonprofit programs currently in place, San Diego County is a desirable location for the 
implementation of a program that would work through community clinics and a network of 
social service agencies for outreach to and education of CKD patients with a goal of increasing 
their kidney health and estimated glomerular filtration rate (eGFR) levels, which measures how 
well the kidney filters.  
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Program Design and Methodology 
Literature Review  
Overview 
The following literature review surveys the scientific research on successful chronic 
disease self-management interventions for diabetes, hypertension, and kidney disease as well as 
interventions that target low-income, high-risk communities. See Appendix B: Literature Review 
Matrix. Because diabetes and hypertension are significant risk factors for chronic kidney disease 
(CKD), many patients with one chronic condition have one or more other chronic diseases as 
well.  Research supports self-management interventions targeting the low-income population as 
an effective way to address these diseases.  The self-management elements in this study are; 
connecting to a medical home, enabling a productive physician-patient relationship, providing 
nutrition information, and providing comprehensive dietician and peer health worker support.  
Therefore, self-management interventions targeting low-income populations and chronic 
diseases may be shown to be applicable to other chronic, co-morbid conditions for the low-
income and uninsured population.  
Linkage to Community Medical Resources and Scheduling a Physician Visit  
One component to being able to successfully self-manage a chronic disease is receiving 
medical care.  Research shows that people lacking health insurance have potential limitations on 
their access to and use of health care services (Ross, Bradley, & Busch, 2006).  Roby et al. 
(2010) assert that the uninsured are more likely to experience poor outcomes because of a 
disease than an insured person with the same condition.  This may be because they “typically 
have fewer resources and sources of support available to them” (Riley, Glasgow & Eakin, 2001). 




A referral system to link patients to community programs may be an important element of 
care coordination for improving preventative services delivery and helping to address non-
financial barriers to medical care access (Ferrante, Balasubramanian, Hudson, & Crabtree, 2010).  
Kullgren and McLaughlin (2010) assert that strengthening education efforts to inform patients 
about where they can find services could alleviate important barriers to the perception of 
availability and help broaden current health care reform efforts to focus on access to care instead 
of insurance coverage.  Riley, Glasgow and Eakin’s (2001) research suggests that a one-meeting 
intervention can assist low-income patients by linking them to existing community resources that 
can effectively facilitate their disease management and healthy lifestyle behaviors.   
Doctor Visits   
Medical homes have numerous definitions, but “a regular place of care” is a common 
characteristic of all models (Beal, Doty, Hernandez, Shea, & Davis, 2007).  Medical homes are 
regarded as a potential solution to reducing the gaps in health services and quality of care (Reid et 
al., 2009).  When patients have a regular provider and a medical home, the access to and quality of 
health care improves among vulnerable populations (Beal, Doty, Hernandez, Shea, & Davis, 
2007).  Literature suggests that patients with a medical home or a primary physician report being 
involved in their own care, especially when they have chronic conditions (Reid et al., 2009).  In 
addition, improvements were detected in the patients’ overall medical care experience, which 
included their own efforts in goal setting, creating a tailored medical plan and coordinating care 
between different providers (Reid et al., 2009). The limitations of the Reid et al. study were that it 
The Kidney TRUST                                                                                                             9 
 
was a quasi-experimental design and the intervention was conducted at only one community clinic 
site.  Medical home case managers help secure patient access to services such as specialty consults, 
diagnostic testing and the creation of individualized care plans targeting self -management of 
chronic illness (Roby et al., 2010).  
Video Intervention to Influence Patient Knowledge and Behavior  
Research suggests that the use of video for an education intervention can be effective in 
influencing knowledge and behavior.  Studies have shown an improvement in the relationship 
between the physician and the patient  with this type of intervention (Shue, O'Hara, Marini, 
McKenzie, & Schreiner, 2010; Zarani, Besharat, Sadeghian, & Sarami, 2010; Chan et al., 2008; 
Warner et al., 2008). Designed to enhance communication among diabetes patients and their 
doctors, Shue et al. (2008) developed nine videos that provided patients with disease 
management information and strategies for how to talk to their doctor when developing a chronic 
disease self-management plan.  One hundred patients participated in the study. One or more 
videos were administered to the intervention group of 50 diabetes patients following a pre-
appointment interview prior to the doctor’s appointment. The comparison group of 50 diabetes 
patients did not view the videos. The study found that 51 percent of the participants in the 
intervention group found the videos to be informative and 36 percent of the participants in the 
intervention group said the videos caused them to consider changes in diet and to engage in more 
discussion about their disease with their doctor (Shue et al., 2008).  
 Another study, conducted by Chan et al. (2008), explored whether playing a stroke 
education video in the waiting room of an emergency department improved patient education. 
One hundred ninety-eight patients participated in the study at a 400-bed inner-city hospital. One 
hundred participants (control group) did not view an education video in the waiting room, and 98 
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participants (intervention group) passively viewed the education video in the waiting room. A 
one-month follow-up quiz showed that the intervention group had retained a significant amount 
of the information from the video. Weaknesses of this study are that it was designed for stroke 
patients and may not be generalized to kidney disease patients, and the study did not test 
knowledge retention past one month after the intervention. A strength of both studies is that they 
successfully showed that a waiting room education video can be effective in influencing patient 
knowledge and behavior.   
Nutrition Education Intervention  
Diabetes and hypertension are significant risk factors for CKD. The prevalence of CKD 
in adults 20 to 59 years of age is 25.6 percent higher in those adults who have diabetes mellitus, 
and 17.7 percent higher in those adults with both diabetes mellitus and hypertension (Beto & 
Nicholas, 2009). Dietary and nutrition management for these conditions can contribute to 
improving kidney function (2009). 
Research shows that the modification of diet in patients with diabetes and hypertension 
slows the progression of CKD in patients with one or more of these chronic diseases (Beto & 
Nicholas, 2009; Campbell, Ash, & Bauer, 2008; Sutton, Hollingdale, & Hart, 2008).  Glasgow et 
al. (1997) found that over 60 percent of the participants in their study of dietary change for 
patients with diabetes had one or two other chronic diseases. The study found that an 
intervention that focused on behavior change in order to facilitate diabetes self-management was 
effective in achieving positive long-term impact on patients’ dietary behaviors (Glasgow et al., 
1997). In this intervention, both goal setting and individualized counseling were necessary to 
achieve nutritional behavior change (Glasgow et al., 1997).  
The Kidney TRUST                                                                                                             11 
 
 Campbell, Ash, and Bauer (2008) found that individualized nutritional counseling was an 
important aspect of the nutrition intervention in pre-dialysis CKD patients in Stages 4 and 5. The 
self-management principles identified in this study are applicable to Stage 3 kidney disease as 
this is the stage that requires introducing healthy lifestyle behaviors to slow the progression of 
the disease. These self-management principles are taught by a nurse or dietician in a nutritional 
education program, and they include setting goals, planning menus, reading labels and 
identifying foods containing high protein and sodium content (Campbell, Ash, & Bauer, 2008).  
Sutton, Hollingdale and Hart (2008) conducted a study to explore the knowledge CKD 
patients had about the role of diet in their disease management. They found that 80 percent of 
respondents in the study wished they had received dietary advice as soon as they were diagnosed 
with kidney problems, but this information was only provided to them at the later stages of their 
disease (Sutton, Hollingdale, & Hart, 2008). The study also identified the need for clear 
explanations on several topics in dietary education programs in order to increase the 
effectiveness of these programs in helping patients change their dietary behavior. Specifically, 
the programs needed to explain why better nutrition was important for treating patients’ kidney 
disease and other chronic diseases, and to point out the possible consequences of not following 
the advice (Sutton, Hollingdale, & Hart, 2008). Patients in the study showed that they had a high 
level of trust for dietitians or nurses delivering the nutrition information, and they valued 
practical suggestions for implementing the nutritional requirements to help them integrate their 
dietary needs with their family and lifestyle (Sutton, Hollingdale, & Hart, 2008).  
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Dietician and Peer Health Worker Telephone Intervention 
 A peer support program in disease management is defined as a program that utilizes lay 
people, experiencing similar diseases, to assist in chronic disease self-management (Ramirez & 
Turner, 2010).  Health care reform has recently endorsed trained peer health management 
workers as an integral part of the health care work force (as cited in Ramirez & Turner, 2010).  
This is particularly useful in low-resource settings with limited availability for nurse-care 
management programs (Hughes, Wood, & Smith, 2009).   
 Research indicates that support programs that target low-income, uninsured populations 
must be comprehensive to include both nurse and peer support (Heisler, Vijan, Makki, & Piette, 
2010).  A randomized, controlled trial by Heisler, Vijan, Makki and Piette (2010) revealed 
improved health, as measured by improved glycemic control, in 125 men with diabetes who 
received a combination of periodic nurse-facilitated group sessions and telephone peer support.  
The control group, which consisted of 119 men, only received nurse care management services. 
The strength of the study reveals the effectiveness of matching peers based on cultural and ethnic 
backgrounds.  However the limitation was in focusing only on male veteran patients, which may 
not be generalizable to the low-income, uninsured population. 
 Research also reveals that telephone peer support is more effective than peer group 
meetings for the low-income, uninsured population because of the lack of or limited access to 
transportation (Heisler, Vijan, Makki, & Piette, 2010; Simoni, Pantalone, Plummer, & Huang, 
2007).  Dale, Caramlau, Sturt, Friede and Walker (2008) supported this finding with an 
experimental study, consisting of 231 participants with diabetes that resulted in improved HbA1c 
levels through both peer and nurse telephone follow-up.  The qualitative data of this study 
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revealed that patients found the telephone support beneficial to the routine care and enabled more 
confidence in managing their diabetes.  A limitation to this study is the potential confounder of 
financial incentives that may have affected the outcome.  
 Lastly, research supports peer programs for low-income, uninsured people that are 
culturally relevant (Gallant, Spitze, & Grove, 2010).   According to the National Standards on 
Culturally and Linguistically Appropriate Services (2007) a culturally-competent service is 
defined as being compatible to cultural health beliefs, communicated in the preferred language or 
with language assistance and representative by staff of the demographic area. In a review of 
studies targeting four ethnic groups, the study discussed potential differences in self-management 
behaviors of chronic illness based on African American, Asian American, Hispanic and 
American Indian cultures.  The Kagawa-Singer, Tanjasiri, Valdez, Yu and Foo (2009) three-year 
longitudinal study confirmed the effectiveness of a culturally-competent breast cancer education 
in 434 Hmong women in low-income communities in three California cities.    Though the focus 
was specifically on breast cancer rather than kidney disease, the strength of the Kagawa-Singer, 
Tanjasiri, Valdez, Yu and Foo (2009) study provided positive outcomes when addressing the 
cultural differences in health and family beliefs of the Hmong culture.   For example, 
understanding that men were the main decision makers in the Hmong family, the breast cancer 
intervention targeted men.  This significantly increased breast cancer screening in the female 
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Purpose of Study 
 The purpose of this study is to examine whether increasing access and adherence to chronic 
disease self-management elements as defined in the literature review is associated with increased 
kidney health for African American male patients with stage 3 CKD. Increased kidney health 
will be determined by an increase in eGFR level within the six-month trial period. Note: Stage 3 
CKD is identified by an eGFR score of 30 to 59. Scores go up to 100 and a higher score is better. 
A blood test is used to measure glomerular filtration rate (GFR), or how much blood the kidneys 
filter each minute. The resulting eGFR score indicates a patient’s percentage of kidney function 
(e.g., an eGFR score of 40 means the patient has 40 percent kidney function).  
Logic Model Summary 
 The logic model provides the framework for the study by identifying the components 
required for an effective program that can be evaluated upon completion. It summarizes the work 
of the study by identifying the goal, the behaviors, determinants of these behaviors and the 
planned intervention activities of the study.  See Appendix C: Logic Model Matrix. 
Program Design Narrative 
 The chronic disease self-management program (SMP) will target low-income and 
uninsured African American males with Stage 3 kidney disease in San Diego County who have 
participated in a Kidney TRUST kidney health screening.  Participants in the SMP will be given 
education and chronic disease self-management tools to successfully manage their kidney 
disease. According to our needs assessment, people with Stage 3 kidney disease do not 
effectively self-manage their disease because of 1) lack of initiative to make a doctor’s 
appointment, 2) fear and uncertainty about speaking with a doctor about their condition, 3) lack 
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of knowledge about the role of nutrition in managing a chronic disease, and 4) lack of support 
from family and friends for new regiments. See Appendix D: Program Design Narrative.    
 The goal of the SMP is to provide African American males with Stage 3 kidney disease 
with the education, community resources and self-management tools needed to successfully 
manage their kidney disease. The SMP will accomplish this goal through the following 
intervention activities: immediately following a Kidney TRUST screening and testing positive 
for Stage 3 kidney disease, participants will be given basic information about managing kidney 
disease as well as a listing of community clinic partners and other community resources.  
Participants will then be encouraged, through a follow-up call, an incentive, and reminder 
postcards, to schedule and attend a medical appointment within 30 days at a community clinic. 
At the doctor’s office, participants will view an educational video that will provide information 
on how to communicate effectively with a medical professional. Immediately after viewing the 
video and completing a medical examination, participants will meet with a dietician for a one-
hour nutritional consultation.  This is the final step in the development of their personal health 
management plan. Participants will receive follow-up phone calls from the peer health 
management support workers once a month for up to five months after the consultation.  At six 
months from the time of screening, participants’ eGFR will be measured to evaluate the effect of 
the SMP on health management. 
Methods 
Research Design - The SMP study will be carried out using a quasi-experimental design and will 
include both an intervention group and a control group.  See Appendix E: Research Design.  
Study Site - The intervention group and the control group will be randomly selected from a 
kidney disease screening that Kidney TRUST will host at the Jacobs Center for Neighborhood 
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Innovation in San Diego, California. The chronic disease self-management intervention will be 
administered through the La Maestra Community Health Center in National City, California. 
These two sites were chosen because of their close proximity to each other and because they are 
located in the area of San Diego County with the highest incidence of CKD. 
Participant Recruitment - Two hundred participants will be recruited from a Kidney TRUST 
kidney disease screening at the Jacob’s Center. One hundred participants will be randomly 
assigned to the intervention group and 100 participants will be randomly assigned to the control 
group. Participants will receive all necessary information about the study and will complete a 
consent form to participate in the study.  
Staff Training - Kidney TRUST staff will use existing expertise to conduct the initial screening, 
the follow-up phone call to ensure each participant attends a doctor appointment and post-
screening. Peer health support workers from La Maestra will be trained on how to use a script 
that will facilitate follow-up phone conversations about adherence to the health management plan 
as they have experience working with the population. 
Intervention vs. Control Protocol  - Following the initial Kidney TRUST screening, participants 
assigned to the control group will receive standard handouts, “resource list” and “questions to 
ask my doctor,” developed by the Kidney TRUST.  Participants in the control group will then be 
screened again in six months. Participants assigned to the intervention group will receive 
standard Kidney TRUST handouts and all program elements: a phone call reminder to schedule a 
doctor appointment, a video on how to communicate with a doctor about CKD, health 
management planning with a dietician and follow-up phone calls from peer health management 
workers. The intervention group will then be screened six months from the time of the initial 
screening to check their eGFR level. 
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Social Marketing Plan 
 
Target Audience Segmentation With a goal of increasing the self-management capacity of low 
income and uninsured patients diagnosed with Stage 3 Chronic Kidney Disease (CKD) in San 
Diego County, the following social marketing plan targets a segment of the population most at 
risk; the 92114 community within the county and specifically, older African American men.  The 
target audience in this community was selected as it has the highest incidence of CKD in San 
Diego County according to the John Brockington Foundation (D. Brockington, personal 
communication, November 10, 2010).  The goal of the social marketing plan is to attract African 
American men and their families to a local free screening for CKD and to recruit those who test 
positively for stage 3 CKD into a free health management program.   
The Product - Our “product” is a free kidney screening and enrollment in health management 
program for those who test positive for Stage 3 CKD with an eGFR of 30-59. The product is 
designed with an understanding of the importance of CKD patients’ ability to self manage their 
chronic condition The health management program provides the patient with information on 
existing community medical resources, assistance making an appointment with a doctor, a 12-
week educational program on nutrition and peer-to-peer support through monthly telephone 
contact.  The program lasts for 6 months and will begin in January 2012. 
The Price - The price of our product includes financial and personal costs. While the price of the 
initial screening is free, there will be financial costs in terms of paying for any medication that 
may be required to manage their CKD.  As part of the intervention, resources to help with these 
costs will be shared with the patients as part of the community resource information.  Personal 
costs will include dealing with the fear of the test results and subsequent lifestyle changes that 
may be required if a positive test result is found.  Lifestyle changes may include learning to shop 
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for and cook food differently, and eating more vegetables. This may be a cost to the whole 
family as these activities often involve more than just the patient.   Another personal cost is the 
time that will be required for the first screening, to gain information on the health management 
program, for the appointment with the doctor, to view the video, meet with the nutritionist and 
talk on phone for the peer support component of the program.   
The Place - The free screening element of the program will be administered at The Jacobs Center 
for Innovation and the follow-up health management element of the program will be 
administered at the La Maestra Community Health Center. The Jacobs Center for Innovation is a 
nonprofit conference center located at Market and Euclid in the Diamond District neighborhood.  
It is regarded as a community resource for citizens to gather for information sharing or in 
celebration.  As a hub for local community activity, it has both bus and trolley service with stops 
directly on site.  With easy access and a high comfort level as a safe community gathering place, 
it is the most appropriate location to host our kidney disease testing and health management 
program enrollment.  In addition to The Jacobs Center, other places include the Fourth District 
Senior Center, La Maestra Community Clinic, bus and trolley stops, where the screening event 
and program will be publicized and advertised.  
The Promotion - Understanding what motivates our target population was critical to developing a 
promotion that speaks to our audience.  Drawing on information compiled from a focus group 
conducted by the John Brockington Foundation, African American men are motivated to learn 
about kidney disease and make the effort to stay healthy out of their desire to be with their 
families to celebrate life’s important events (D. Brockington, personal communication, 
November 10, 2010).  It is not uncommon to see African American grandmothers celebrating the 
births of their grandchildren or sitting in the stands at a grandchild’s high school graduation.  
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African American grandfathers are not as commonly seen, often because they have succumbed to 
diabetes, high blood pressure and/or chronic kidney disease (D. Brockington, personal 
communication, November 10, 2010).   Also, an attitude of fatalism is often present with African 
American men because they tend to believe that nothing can be done to improve their health and 
live longer (D. Brockington, personal communication, November 10, 2010). Thus, our message 
will focus on the desire to “be there”, and it will offer hope that they can be there.  Using the tag 
line “Because you want to be there”, our promotion will use posters and radio ads to invite our 
target audience to the kidney screening and to participate in the health management program.  
See Appendix F:  Social Marketing Materials.  Both the posters and the radio ads will include a 
reference to incentives and give-aways as a motivator to participate in the event. 
Posters:  Posters will be displayed at bus and trolley stops, the Fourth District Senior 
Center and at La Maestra Community Clinic.  Using various versions of our main tagline, posters 
will showcase pictures of African American grandfathers enjoying life’s various milestones: 
weddings, births and graduations.  Taglines will include:  “Being there matters…don’t let your 
kidneys stop you” and “Because you want to be there”. 
Radio Ads:  The Preacher Man, Larry Thompson, is on KURS 1040 AM.  According to 
research conducted by the John Brockington Foundation, The Preacher Man is played in “every 
beauty parlor, barber shop, nail salon, YMCA and church in 92114” (D. Brockington, personal 
communication, November 10, 2010).  As a result, The Preacher Man is able to deliver messages 
to the people who match our target audience and need to hear it.  Radio ads will play regularly 
throughout the day and evening two weeks preceding our event.   Grants will be secured to cover 
the costs of advertising if we cannot get them presented as public service announcements. 
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Cultural Competency 
Experience of Involvement with Target Population 
The Kidney TRUST, founded in 2006, provides free rapid-screening tests for Chronic 
Kidney Disease (CKD) at non-medical settings throughout the United States.  In addition, the 
Kidney TRUST provides financial assistance to those who are affected by CKD.  The Chair of 
the Board is currently a director of California’s Healthcare Foundations Innovations for the 
Underserved.  A newly appointed board member to The Kidney TRUST has also served on the 
board of directors at an organization dedicated to providing chronic kidney disease and dialysis 
care to underserved populations.  The Kidney TRUST board and staff represent the highest-risk 
ethnic populations for kidney disease, with a newly appointed African-American board member, 
and Asian, Hispanic and African-American full-time staff.  The Kidney TRUST also prints 
materials that are distributed at the screening site in both English and Spanish.  Seeking to 
further expand its experience with the low-income population, The Kidney TRUST will partner 
with local community organizations that serve the needs of low-income, uninsured populations. 
Training and Staffing 
The Kidney TRUST will hire a CKD Screening Coordinator with experience working in 
or with community clinics and/or social service agencies.  See Appendix G: Cultural Competency 
Material. This will ensure that the Screening Coordinator has in-depth knowledge about 
partnering with organizations that serve the low-income population. The Screening Coordinator 
will partner with local community centers, such as The Jacobs Center for Innovation, a 
community and cultural center in San Diego.  The Screening Coordinator will also develop 
partnerships with local community health clinics, such as La Maestra Community Clinic, to 
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implement the Chronic Disease Self Management Program (SMP) for patients after their initial 
kidney screening. 
The Kidney TRUST will partner with The Jacobs Center for Innovation as its screening 
site.  The Kidney TRUST will identify a Jacobs Center staff member who can provide insight 
into the cultural nuances of the community.  The Kidney TRUST will also partner with the John 
Brockington Foundation; a San Diego-based nonprofit organization dedicated to increasing 
awareness of kidney health and organ donations.  The John Brockington Foundation will identify 
and assist in recruiting volunteers who can lead the cultural training of the Kidney TRUST’s 
screening staff and volunteers, and who can assist during the screening process.  
The Kidney TRUST will partner with La Maestra Community Clinic to jointly implement 
the Chronic Disease Self Management Program with identified doctors, nurses, case managers 
and staff at the Clinic in order to effectively serve the patient population. 
The Kidney TRUST’s Peer Health Workers will be African-American and/or Hispanic 
diagnosed with Stage 3 Chronic Kidney Disease and familiar with low-income communities.   
Peer Health Workers who have familiarity with the unique cultural, socioeconomic, family, and 
religious factors of the patients will be able to address their emotional and informational 
concerns (Nápoles-Springer, Ortíz, O’Brien, & Díaz-Méndez, 2009).  The Peer Health Workers 
will work with the community clinic nurses to provide accountability and motivation in the 
participant’s health management after his or her initial visit with the doctor. 
The Kidney TRUST’s Screening Coordinator, Peer Health Workers and screening staff 
will be required to participate in an annual cultural competency training.  The training 
curriculum will address issues of low-income communities, cultural make-up, stereotypes, 
assumptions and patterns.   
The Kidney TRUST                                                                                                             22 
 
Community Representation        
 The Kidney TRUST will form a Kidney Advisory Council (KAC), which will consist of 
The Kidney TRUST CEO, the Screening Coordinator, Peer Health Workers, one Kidney TRUST 
board member, representatives of partnering organizations, and representatives from the 
community.  Community representatives, identified by The Jacobs Center for Innovation and the 
John Brockington Foundation, will be invited to participate in the local KAC.  As local KAC 
community representatives, they will have the opportunity to provide feedback on the program 
and materials, represent possible concerns of the local community, and assist with recruitment 
strategies and activities.  One to two KAC community representatives will then be selected by 
the local KAC to serve on Kidney TRUST’s national KAC.  In this role, they will be responsible 
for providing strategic direction on future community screening and health management 
programs.  
Language – The Kidney TRUST screening will consist of English and Spanish-speaking staff at 
the screening site. The Kidney TRUST will also ensure that community clinic partners have 
Spanish-speaking staff to support the Self Management Program after the screening. 
Materials- All promotional materials will be in English and Spanish.  Promotional and 
informational materials will also incorporate cultural values in their messaging. Videos presented 
at community health clinics will be in both English and Spanish, with actors representing 
African-American, Asian, and Hispanic cultures. In addition, photographic depiction and 
language in advertisements and public service announcements will represent African-American, 
Asian, and Hispanic cultures as well.  The KAC and key partnering organization members will 
review all materials to ensure that they are culturally appropriate and accurate in translation.   
 
 




Program objectives provide a framework for quantitative and qualitative evaluation for 
assessing behavioral changes in the low-income, uninsured population for increased self-
management of chronic kidney disease.  Objectives will be measured through data collection and 
pre- and post- knowledge, adherence, satisfaction, and self-confidence measurements.  From the 
200 identified low-income, uninsured African American male participants with Stage 3 CKD, 
100 will be assigned to the intervention group that will participate in The Kidney TRUST’s Self-
Management Program (SMP) and 100 will be assigned to the control group.  Outcome 
measurements for the intervention group will include making a doctor’s appointment, confidence 
in speaking with the doctor about CKD, appointment with a renal dietician and adherence to a 
personalized nutritional regimen.   
Evaluation Design 
Outcome objective 1 will begin the first step in assessing participants’ self-management 
of chronic kidney disease.  By January 31, 2012, 50% of the 100 low income and uninsured 
participants diagnosed with Stage 3 CKD will make an appointment with a doctor.  Information 
and pamphlets on local community clinics, resource centers and reminder postcards will be sent 
to participants.  The objective will be measured by using a satisfaction assessment and data 
collection of appointments made. 
Outcome objective 2 focuses on participants’ fears and uncertainties surrounding 
communicating with a doctor about CKD.   By January 31, 2012, 75% of 50 low-income, 
uninsured participants with Stage 3 CKD will increase their confidence level by 50% regarding 
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speaking with their doctor about CKD after viewing a video about what and how to discuss CKD 
with the doctor.  The video will be shown to the participants in the community clinic waiting 
room prior to the first meeting with his or her doctor.  The objective will be measured by using 
pre- and post- knowledge and self-confidence assessments. 
Outcome objective 3 focuses on participants’ low health literacy contributing to 
unhealthy lifestyle choices.  By February 2012, 90% of 50 low-income, uninsured participants 
with Stage 3 CKD will develop a personalized 12-week nutritional regimen focused on kidney 
health with a community clinic renal dietician.  The dietician will develop a personalized 
nutritional regimen during a one-hour consultation with the participant.  This consultation will be 
scheduled to immediately follow the participant’s first doctor’s visit.    The objective will be 
measured by data collection from the renal dietician.   
Outcome objective 4 addresses the participants’ lack of personal support for healthier 
lifestyle choices.  By July 2012, 50% of 45 low-income, uninsured participants with Stage 3 
CKD who receive a five-month dietician and peer health worker telephone support will 
demonstrate adherence to the personalized nutritional program. After the one-hour nutritional 
consultation, the dietician and peer health worker will collaboratively provide motivation and 
support by calling the participants once a month for up to five months.  The objective will be 
measured by the Diet Adherence Scale of the Diabetes Care Profile, an adherence assessment 
that is further detailed in the Evaluation Measure section.  
Outcome objective 5 will assess the success of the Kidney TRUST’s Self-Management 
program (SMP).  By July 2012, 70% of the 23 low-income, uninsured participants with Stage 3 
CKD who complete the Self-Management Program, defined as a doctor’s visit with video 
The Kidney TRUST                                                                                                             25 
 
education component, dietician consultation, and dietician and peer health worker telephone 
support, will increase their eGFR level, as measured by the pre- and post-kidney rapid screening 
administered by The Kidney TRUST.  At the end of the six months from the pre-screening test, a 
Kidney TRUST staff will conduct and analyze the post-screening test.  The objective will be 
measured through the data collection of the pre- and post- kidney screening test administered by 
The Kidney TRUST. 
Evaluation Measures 
Demographics.  A primary and a secondary instrument will be used for the collection of 
demographic information, as part of The Kidney TRUST’s initial pre-screening test. The primary 
instrument comes from the first section of the Diabetes Care Profile (DCP).  See Appendix H: 
Evaluation Instruments.  The demographic information gathered from this instrument includes: 
age, gender, ethnicity, residential information, education level and insurance status. This 
instrument has been tested for reliability and validity in both community and medical settings 
(Fitzgerald, Davis, Connell, & Hess, 1996).  The demographic section of the DCP will be 
modified to exclude questions about diabetes diagnosis date and blood sugar testing information. 
As a secondary instrument for collecting demographic information, the U.S. Census Bureau 
questions surrounding income level will be used in addition to the DCP demographic instrument.   
Behavior.  The Diet Adherence Scale will be used to measure if participants in the intervention 
group have changed their diet in accordance with the nutrition planned developed with a 
dietician at the community clinic. The Diet Adherence Scale is the ninth section of the Diabetes 
Care Profile (DCP). See Appendix H: Evaluation Instruments. The DCP was developed by the 
Michigan Diabetes Research and Training Center (MDRTC) of the University of Michigan 
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Health Systems. The DCP was obtained as a free download from the MDRTC’s website1.  A 
study done by Fitzgerald et al. (1996) describes the development and validation of the DCP. The 
reliability and the validity of the DCP were tested in both community and medical settings. The 
results of the studies showed support for both the reliability and validity of the DCP. While the 
DCP was developed for diabetes, it is appropriate for the low-income, uninsured population 
because of the close relationship and co-morbid nature of chronic kidney disease and diabetes.  
Evaluation Methods 
 A member of The Kidney TRUST staff will gather behavioral data using the Diet 
Adherence Scale from active participants in the experimental group at the time of the initial 
dietician consultation, also understood as the pre-test.  Five months from the initial dietician 
consultation, during the post-test of the study, all participants in the experimental group will be 
asked to complete the Diet Adherence Scale again.  The post-test questionnaire will be mailed by 
a Kidney TRUST staff and also provided at the post-test screening site.  Data will be analyzed to 
determine the degree of behavioral change of the participants. 
Database.  The Statistical Package for Social Sciences (SPSS) will be used to store the data 
generated from the pre- and post-test program evaluation questionnaire. SPSS is a robust 
software package that will allow The Kidney TRUST to coordinate the creation of surveys, the 
disbursement of surveys and other interviewing techniques, the production of interactive reports 
and the storage and tracking of all data related to program evaluation. SPSS will give The 
Kidney TRUST more sophisticated data management options than Access or Excel.  A member 
of The Kidney TRUST staff will be responsible for learning and managing the program 
evaluation data in SPSS. 
                                                 
1 http://www.med.umich.edu/mdrtc/profs/survey.html   
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Closing Statement 
  There are several strengths that can be indentified in The Kidney TRUST’s Self 
Management Program (SMP). The primary strength of the program is that it has employed 
research-supported interventions from similar chronic diseases and has applied them to kidney 
disease.   Another strength of SMP is that its objectives take a comprehensive approach to 
assisting individuals in the management of their kidney disease.  Lastly, SMP is culturally 
competent with a strong social marketing plan to reach its target population. 
 SMP also experiences some limitations. While The Kidney TRUST intends to administer 
SMP on a national level, the extent of this study is only San Diego County, and more 
specifically, in the Diamond District neighborhood.  Another limitation of the SMP study is that 
it will only evaluate changes in participant behavior in the short-term (six months). The short-
term time frame of this study will limit the study from evaluating patient knowledge retention 
from education interventions in the long-term. SMP is also limited in its sample size of 200 
participants. Because the findings must be generalizable to a national scale, it is likely that a 200-
sample size may not accurately represent thousands of future participants. 
 It is suggested that future research should include administering SMP in several counties 
throughout the nation. This will assist in confirming that the results from the study are 
generalizable on a larger scale.  Also, increasing the sample size and increasing the time of the 
post-test(s) will strengthen the finding’s ability to be generalized on a larger scale. A longitudinal 
study design, then, is an important directive for future research.  
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Personnel Costs   
Jan. 2012 - June 
2012 
Program Manager (Screening)  .5 FTE 45,125 
Program Coordinator (Screening)  .5 FTE 22,500 
Administrative Assistant .5 FTE 19,000 
Screening Personnel (Cost Per 
Test)   13.51   
(# of Tests) 1,116 15,077 
  Personnel Costs 101,702 




Operating Expenses     
Office Supplies   1,600 
Printing/Duplicating   1,200 
Postage   600 
Travel   6,000 




Other Expenses     
Screening Supplies (Cost Per Test) 16.94   
 (# of Tests) 1,116 18,905 
Education Video Production   2,500 
Education Materials   1,000 
Dietician   2,500 
Health Workers   1,688 
Radio/Social Marketing   2,500 
Incentives/Giveaways   2,500 
Evaluation Consultant     7,500 




Indirect Expenses at 20.70% 35,274 
  Total Expenses 205,681 
  





Program Manager – The program manager is responsible and necessary for recruiting and 
training field leads, scheduling phlebotomists, determining screening needs and requesting 
supplies.  $45, 125 
Program Coordinator – The program coordinator is responsible and necessary for managing 
supplies, coordinating event details (set-up, shipping, travel arrangements), database input and 
tracking, and recruiting and scheduling volunteer support. $22,500 
Administrative Assistant – The administrative assistant is responsible and necessary for data 
entry and mailings.  $19,000 
Screening Personnel – The screening personnel are a collection of temporary positions that are 
paid per event for administering the tests. These personnel include: event leads, paid 
phlebotomists and paid processors.  $15,077 
Fringe Benefits – Fringe Benefits include social security, health insurance, s/t disability, 
retirement and worker’s compensation.  $19,323   
Operating Expenses 
Office Supplies – Office supplies for this program are estimated to total $250 per month for six 
months.  $1,600 
Printing/Duplicating – Printing/duplicating expenses include in-house production of reports, 
memos, manuals and other filed documents. Printing/duplicating expenses for this program are 
estimated to total $200 a month for six months.  $1,200 
Postage – Postage for general mailings and participant report return mail is estimated to total 
$100 a month for six months.  $600 
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Travel – Travel for The Kidney TRUST staff includes per diem food ($100), and per diem 
lodgings ($150). This budget assumes 8 days of travel for 3 Kidney TRUST staff during the six 
months of the program. $6,000 
Mileage – The current rate for mileage is about $.5 per mile. This budget assumes mileage for 
two cars to make eight round trips between Los Angeles and San Diego (approx. 111 miles) 
during the six months of the program.  $888 
Other Expenses 
Screening Supplies – Screening supplies consist of a 33-item list of medical supplies associated 
with conducting each screening, in addition to non-medical supplies including: screening 
brochures, consent forms and participant questionnaires.  $18,905 
Education Video Production – A physician-patient relationship education video will be sub-
contracted to a video production studio.  $2,500 
Education Materials – Education materials include the development of a community resource 
pamphlet and the development of nutritional educational guidelines and materials for 
participants, the dietician and the peer support health workers.  $1,000 
Dietician – The dietician will conduct a 1-hour consult at $50/hour with 50 participants to 
develop a nutritional regimen. $2,500 
Peer Support Health Worker(s) – The peer support health worker(s) will conduct a ½ hour 
follow-up phone call with 45 participants each month for five months at the rate of $15/hour. 
$1688 
Radio Ads -  The radio ad cost assumes running one ad on one radio station for two weeks at a 
rate of $1,250 per week. $2,500 
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Incentives/Giveaways – Incentives/giveaways at screening events will include pens, key-chains 
and food vouchers to Food 4 Less.  $2,500 
Evaluation Consultant  - The evaluation consultant will coordinate all of the evaluation activities 
associated with the program. The evaluation consultant will manage The Kidney TRUST 
personnel’s evaluation activities and will designate a portion of the budgeted printing costs, 
postage costs and incentives/promotional items costs to be used for evaluation activities. Such 
activities include creating and distributing surveys, tracking trends from data collection and 
presenting findings through reports and presentations.   $39,093 
Indirect Expenses – Indirect expenses include the following: non-program personnel, building 
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patients at a 
community based 
health center. 24 
subjects 
participated in the 
focus groups. 16 
females and 8 
males. 
Exploratory study 











Findings from the 
study suggest a 
need to consider  
continuity of care 
and patient  





None identified Develop 
a seamless 
system of care 
delivery to 
relieve them of 
the burden of 
care 
coordination, 
and develop a 
response to the 
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Riley, K., Glasgow, R., 
& Eakin, E. (2001). 




management of chronic 
conditions. Journal of  
Health Psychology, 6(6), 
693-705. 
Low income  
adult chronic 
illness patients of a 
community health 
center. The study 
used a sample of 
150 names from 
clinica campesina 
of potentially 
eligible patients.  
1 meeting with a 
health educator to 
develop a self-
management plan, 
1 follow up phone 














use of community 
resources, minutes 
of physical 
activity, and  
medication 
adherence were  
obtained compared 
to control. 
The study was 
limited to a 
small sample 
size. It had a 
moderate reach. 
And there was 




be conducted in 
a large-scale 
clinical trail. 
Shearer, N.B.C., Cisar, 
N., & Greenberg, E.A. 
(2007). A telephone 
delivered empowerment 
intervention with patients 
diagnosed with heart 




Adult men and 
women, age 21 and 
older, diagnosed 
with congestive 
hearth failure from 
a large 
metropolitan 
inpatient unit.  A 
convenience 
sample of 90 





phone calls from a 









health survey (SF-36) 
-Self-Management of 



















not be a 
sensitive 
enough tool. 






and testing of 
the intervention 




Shue, C., O'Hara, L., 
Marini, D., McKenzie, 
J., & Schreiner, M. 
(2010). Diabetes and 
low-health literacy: A 
preliminary outcome 
report of a mediated 









health literacy. A 
sample size of 100 
adults was used for 
this study. 
Nine multi-media 
videos  that 
provide patients 











observed reaction of 





statements with other 








fulfilled many of 
the principle  
elements necessary 
to meet the needs 
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Tidwell, R. (2004). The 
"no-show" phenomenon 
and the issue of 
resistance among 
African-American 
female patients at an 
urban health care center. 
Journal of Mental Health 







women who had 





patients at a health 
center. The sample 
for this study was 
90 African-
American women.  
Telephone 
interviews  
conducted by a 
licensed 
psychologist 





designed to obtain 
demographic 
characteristics such 
as residence, age, 







either their own or 













not included in 









than measured.  
A study should 
be done with a 
larger amount of 
participants 
from a wider 
variety of health 
care centers 
across the US. 
Zailinawati, A.H., CJ Ng 
and H. Nik-Sherina. 
(2006). Why do patients 
with chronic illnesses 
fail to keep their 
appointments? a 
telephone interview. 
Asian-Pacific Journal of 








chronic illness in 
the Family Practice 
Clinic at the 
University of 
Malaya Medical 
Center. A sample 
size of 112 subjects 
who cancelled 
appoints was used 
for this study. 
A telephone 
interview 
conducted by the 
researcher within 




questionnaire which  
included reasons and 
frequency for non-






This study showed 
that non- 
attendance is 
common among  
patients with 
chronic illnesses 
due to forgotten 
appointment dates, 
administrative 








the month of 





Research using a 
qualitative 
methodology 
will help to 
further explore 
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Zarani, F., Besharat, M., 
Sadeghian, S., & Sarami, 
G. (2010). The 
effectiveness of the 
information-motivation-
behavioral skills model 
in promoting adherence 
in CABG patients. 




Patients who are 
candidates for  
coronary artery 
bypass grafting 
(CABG) surgery at 
the Tehran Heart 
Center. 152 CABG 
patients were used 
as the sample for 











at 1 and 3 months 
- Heart Patients 
Adherence IMB 
Scale 
- Hospital Depression 
and Anxiety Scale 
- Perceived Stress 
Scale 





group was  
significantly more 
adherent, and  
psychological 
factors played an 








IMB Scale is 




up data limited 








in CABG  
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                Intervention                                        Determinants of                                  Behavior                                           Goal 





























*Provide information on local 
community clinics. 
*Provide information on local 
medical resources, such as 211 
and Project Access. 
 
*Play an educational video 
about what and how to speak 
to your doctor about chronic 
kidney disease (CKD) in the 
waiting room.  
 
*Provide one-hour consultation 
with a dietician to develop a 
12-week nutritional regimen. 
*Provide information on the 
importance of nutrition on 
kidney health. 
 
Lack of personal 
support from 
family and friends 




Lack of knowledge 
about the role food 
and nutrition in 
managing CKD. 
Fear and uncertainty 
about speaking to a 
doctor and asking 
the right questions 
about CKD. 
Lack of initiative to 
make a doctor’s 
appointment after 












with a doctor 
following a 

























as identified by 
an increased 
eGFR reading, 
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The Kidney TRUST Workplan 
Program Goal:  Increase chronic disease self-management, as identified by an increased eGFR level, of low income and uninsured 
patients diagnosed with Chronic Kidney Disease in San Diego County. 
Objective 1: 
By January 31, 2012, 
50% of 100 low-income, 
uninsured participants 
diagnosed with Stage 3 
CKD will make an 
appointment with a 
medical professional and 




pamphlet of a local 
community clinic, 
211, Safety Net 
Connect, Project 
Access and other 
medical resources 









information on local 
community clinic 
and resource centers 
after the screening. 
 
*Call participants to 





















at time of 
testing, after 
results are given 
 
 
January 2012: 2 
weeks after the 
screening 
 
January 2012:  
3 weeks after 
Kidney TRUST staff 
will research, collect, 
and develop materials 
that provide local 











Kidney TRUST staff at 





Kidney TRUST staff 
will call, assess and 
provide additional 
requested information. 
Kidney TRUST staff 
will send reminder cards 
Process:  none   
 
Outcome:  Within the first month 
after screening, a minimum of 50 
low-income, uninsured participants 
with Stage 3 CKD will make an 
appointment with a doctor. 
 
Evaluation: 
Satisfaction assessment  
Data collection    
Objectives: Implementation 
Activities: 
Timeline: Person Responsible: Process & Outcome Measures 
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who have not made 
















based on response. 
Kidney TRUST staff  
 
Kidney TRUST staff 
will call to assess 
satisfaction with the 
information provided 




 By January 31, 2012, 
75% of 50 low-income, 
uninsured participants 
will increase their 
confidence level by 50% 
regarding speaking with 
their doctor about CKD 
after viewing a video 
about what and how to 
discuss CKD with the 
doctor. 
*Develop education 
video that includes 
hiring production 
company, 
developing a script, 









of video with small 
sample population. 
 
*Edit video with 


























Kidney TRUST staff 






Community clinic and 





Kidney TRUST staff 
will work with 
production company. 
 
Kidney TRUST staff 
and production company 
 
 
Kidney TRUST staff 
Process:  none 
 
Outcome:  A minimum of 37 low-
income, uninsured participants with 
Stage 3 CKD will increase their 
confidence level by 50% regarding 
speaking with their doctor about 
CKD after viewing the video. 
 
Evaluation:  
Pre- and post- knowledge assessment 
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Objective 3: 
By February 2012, 90% 
of 50 low-income, 
uninsured participants 
with Stage 3 CKD will 
develop a personalized 
12-week nutritional 
regimen focused on 
kidney health with a 
community clinic renal 
dietician.  
*Identify and recruit 
renal dietician at 












































Kidney TRUST will 
work with community 
clinic to identify and 
recruit dietician. 
 
Kidney TRUST staff 
will develop materials 





Kidney TRUST staff 
will work with 





Community clinic staff 
will schedule 
appointment with 
dietician to immediately 
Process:  none 
 
Outcome: A minimum of 45 low-
income, uninsured participants with 
Stage 3 CKD will develop a 
personalized 12-week nutritional 
regimen with a community clinic 
renal dietician. 
 
Evaluation:   
Data collection  
Self-report 
Written 12 week nutritional regimen 
with instructions to 
administrator/nurse 

















will distribute video to 
local community clinic. 
 
 
Kidney TRUST staff 
will follow-up with 
community clinic nurse 
or administrator. 
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explain linkages to 
kidney disease; 
discuss possible 
consequences of not 
following dietary 
advice; and provide 
education materials 
 
*Make follow up 
phone calls to 
monitor adherence 





January 2012 – 









January 2012 – 
February 2012; 
two weeks after 
consultation. 
follow doctor’s 
appointment.   
 










Dietician will make 
initial call.  
Objective 4: 
By July 2012, 50% of 45 
low-income, uninsured 
participants with Stage 3 
CKD who receive 
support by phone at 5 
months from a dietician 
and peer health worker 
will demonstrate 
adherence to the 
personalized nutritional 
program, as measured 
by the Diet Adherence 







*Train dietician and 
peer health worker 























Kidney TRUST staff 




Kidney TRUST staff 
and community clinic 
will provide 
collaborative training to 




Kidney TRUST staff 
will develop 
Process:  none 
 
Outcome: A minimum of 23 low-
income, uninsured participants with 
Stage 3 CKD who receive a five-
month telephone call from a dietician 
and peer health worker support will 
demonstrate adherence to a 
personalized nutritional program, as 





A Diet Adherence Scale of the 









points for peer 







Adherence Scale of 
the Diabetes Care 





once a month for up 
to 5 months using 
guided questions 
that allows for 
flexibility and open 
discussions; Review 
goals and action 


























































Peer health supporter to 
collaboratively work 
with community clinic 









Kidney TRUST staff to 
collect information from 
Diabetes Care Profile developed by 
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Adherence Scale of 
the Diabetes Care 




Adherence Scale at 
post-screening site 
to those who have 
not responded via 
mail.   
 
























community clinic staff, 






Kidney TRUST staff to 
mail out adherence scale 











Kidney TRUST staff 
Objective 5: 
By July 2012, 70% of 23  
low-income, uninsured 
participants with Stage 3 
CKD who complete the 
chronic kidney disease 
self-management 
program, defined as a 




















July 2012; first 
week 












Outcome: A minimum of 16 low-
income, uninsured participants with 
Stage 3 CKD who complete the 
chronic disease self-management 
program will increase the eGFR 
level, as measured by the pre- and 
post rapid screening test by The 
Kidney Trust. 
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dietician consultation, 
and dietician and peer 
health worker support 
will increase the eGFR 
level, as measured by 
the pre- and post- kidney 
rapid screening test 









participants in the 
experimental and 




























































































Pre and post rapid screening test 
administered by The Kidney TRUST. 
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or gift cards, for all 
participants. 
 


























                                                            
                                                        






















Participants at Assessment   
eGFR level from  rapid 
screening 
Information on community 
medical resources at time of 
screening 
 Month 1 
 
Within 30 days 










Rapid Screening & demographic 
questionnaire = 1000 
Recruit 
Stage 3 CKD = 500
Enlist  
Stage 3 CKD = 200 
Intervention 




Assessment     
eGFR level from rapid 
screening
Post Assessment eGFR Post Assessment eGFR 
Data Analysis 
            Social Marketing  Appendix F 
 
 
4-P’s of Social Marketing 
 





Target Audience Segmentation  
You can use demographics to break down 
your target audience into segments (e.g., by 
age, racial/ethnic group, gender). These 
categories won’t always reflect differences 
within communities.  Even among those 
who share lifestyles, individuals will be at 
different stages of readiness for new 
behaviors. For example: All African-
American women is segmented to women 
with a family member who experience 
breast cancer and those women who have 
not had a family member with breast 
cancer. 
Uninsured and low income 
populations in San Diego County who 
have a Kidney TRUST test or are at 
risk 
 
Patients with Stage 3 kidney disease 
living in 92114 zip code 
 




What is the product being offered to the 
target population? For example: getting an 
annual mammogram, seeing a physician 
each year for a breast exam and 
performing monthly breast self-exams. 
A disease management program based 
on the concept of self-management 
which includes a visit with a doctor, 
community resource education, peer 
support and nutritional information 
PRICE:  
What does it cost? For example: the 
monetary costs of the mammogram and 
exam, potential discomfort and/or 
embarrassment, time and even the 
possibility of actually finding a lump. 
Time for the appointment and the 
program, lifestyle changes (diet, 
exercise, possible medication 
regimentt), fear of test results, of 
being sick and having to involving the 
whole family in lifestyle changes.  
Financial costs of medications and 
healthier food 
PLACE:  
How does the target audience get the 
product? The product needs to be 
accessible. Convenience is critical. For 
example: medical and educational services 
can be offered in a mobile van, local 
hospitals, clinics and worksites depending 
on the target audience. 
The Jacobs Center for Innovation will 
be the testing site.  The Fourth District 
Senior Center, bus and trolley stops in 
921014 will be places for event 
promotion.  La Maestra Community 
Clinic will be the site for medical care 
and educational services. 
PROMOTION:  
How can the target audience be persuaded 
to use the product? Audience research is 
critical to social marketing success. 
Promotional messages need to catch 
people’s attention. For example: marketing 
can be done through public service 
announcements, billboards, mass mailings, 
media events and community outreach. 
Posters on trolleys and buses, at bus 
and trolley stop structures, the Fourth 
District Senior Center, and La Maestra 
Community Clinic.  Radio ads on 
local station AM 1040 
            Evaluation Instruments  Appendix G 
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The Kidney TRUST: A Chronic Kidney 
Disease Self-Management Program
Casey McKinley, Janine Mason, Lina Park, Sue Pyke
_____________________________
Because You Want
To Be There 
______________________________
 





Provides Free Rapid- Screening for CKD
Screenings are done in non-medical settings such as community health fairs.
Participants learn their screening results onsite 
and
Receive CKD educational materials.
________________________________________________
Mission: To reduce the human and economic cost of kidney disease.
Project Goal: Increase self-management in low-income and 
uninsured patients diagnosed with Stage 3 CKD in San Diego County.
“If people know the facts about chronic 
kidney disease they can take steps to head 
it off and hopefully avoid ending up on 
dialysis.”
Chronic Kidney Disease 
(CKD)
 
















• Target population has need for medical care and 
medical home
• 40% of households are low-income and 15.2% of 
population is uninsured
• Incidence and costs of CKD and co-morbid chronic 
diseases are increasing
• Physicians recommend early treatment and 
education for CKD
















            Class Presentation  Appendix H 
 
 
*Provide information on local 
community clinics. 
*Provide information on local 
medical resources, such as 211 
and Project Access. 
 
The Kidney TRUST Logic Model
Intervention                              Determinants of                                  Behavior          Goal
Activities Behaviors
*Play an educational video 
about what and how to speak 
to your doctor about chronic 
kidney disease (CKD) in the 
waiting room.  
 
*Provide one-hour consultation 
with a dietician to develop a 
12-week nutritional regimen. 
*Provide information on the 
importance of nutrition on 
kidney health. 
 
*Provide a collaborative 
dietician and peer health worker 
support for five months after the 
consultation. 
*Encourage, discuss, and 
motivate adherence to the 
nutritional regimen through  
monthly telephone support. 
Lack of initiative to 
make a doctorÕs 
appointment after 
being diagnosed with 
CKD. 
Fear and uncertainty 
about speaking to a 
doctor and asking 
the right questions 
about CKD. 
Lack of knowledge 
about the role food 
and nutrition in 
managing CKD. 
Lack of personal 
support from 
family and friends 














with a doctor 
following a 

























as identified by 
an increased 
eGFR reading, 


















Rapid Screening & demographic 
questionnaire  = 1000 
The Kidney TRUST Research Design
Recruit 
Stage 3 CKD = 500
Enlist  





N = 100 
Control 
N = 100
Participants at Pretest     
eGFR level from  rapid 
screening 
Participants at Pretest  
eGFR level from rapid 
screening 
Information on community 
medical resources at time of 
screening 
 Month 1 
 
Within 30 days 
Develop Self Management Plan to 
include: 
 View of Physician/Patient 
Relationship Video  
 Appointment with Doctor 
 Consultation with  
Dietician/Nurse 
 
Peer to Peer telephone support 
Month 2 -6 
 
Participants at Posttest 
Intervention N =   Control N = 










• 6-month study to reach goal
• The Kidney TRUST collaborates with community 
clinics
• Objectives quantify participants’ adherence to self-
management program
• Activities are producing materials, recruiting staff, 
contacting and following up with patients
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• Older African-American males in 92114 zip code
• Disease self-management program
• Time, fear, lifestyle changes, financial costs
• Jacobs Center for Innovation and La Maestra 
Community Clinic
• Because You Want to Be There
Elements of Social Marketing
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• Partnerships with community organizations serving 
low-income population
• Screening sites in low-income neighborhoods
• African-American and/or Hispanic peer health 
workers
• Formation of Kidney Advisory Council
• Bilingual screening staff and educational materials
The Kidney TRUST 
Cultural Experience
 
















• Objective #4: “By July 2012, 50% of 45 low-income, 
uninsured participants with Stage 3 CKD who 
receive a five-month telephone support from a 
dietician and peer health worker will demonstrate 
adherence to the personalized nutritional program, 
as measured by the Diet Adherence Scale.”
• Other objectives: making doctor appointment, 
watching physician-patient video, implementing 
nutrition program, increasing screening blood test 
score
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• Measuring adherence to disease self-management 
program 
• Measuring increase in screening test score
• Pre- and post- knowledge, adherence, satisfaction, 
and self-confidence 
• Diabetes Care Profile: The Diet Adherence Scale for 
nutrition intervention (Objective #4)
• Statistical Package for Social Sciences
Outcome Measures
 

















Budget Items and Justification
• The Kidney TRUST screening staff with 19% Fringe 
Benefits: $121,026
• Operating Expenses: $10, 288
• Other Expenses include screening supplies, video 
production, peer health workers, social marketing, 
evaluation consultant: $39,093
• Indirect Expenses at 20.7%: $35,274
• Total: $205,681
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